THE patient, M. M., a lRussian Jew, aged 42, seemed fairly well nourished, but complained of cramp-like pains in the inner part of the sole of the left foot (muscles of the instep) or in the calf of the left leg, which always attacked him after he had walked for three or four minutes and obliged him to rest a few minutes before going on. No pulsation could be felt in the left dorsalis pedis artery, nor in the posterior tibial artery behind the internal malleolus, though both these arteries could be felt beating in the right limb. The pulsation of the femoral artery was normal in both groins. When the patient was examined lying in bed scarcely any difference between the two feet could be observed, but when the legs were allowed to hang over the side of the bed the distal portion of the left foot (unlike the right foot) became red and congested-looking, especially the fourth and fifth toes. If the patient then forcibly flexed and extended the ankle-joint a few times the skin of the foot, in less than a minute, lost its congested look and became blanched and alabasterlike. If muscular exertion (by walking) were continued for three or four minutes the patient commenced to limp and had to rest on account of cramp-like pains in the muscles of the instep or the calf. If examined at that time the foot appeared pale, but not so white as it did after only a few movements. The blanching of the foot could be to some extent lessened by making the patient inhale amyl nitrite. There was no anamsthesia, and the electrical reactions were normal and equal on the two sides. A Rontgen ray photograph of the two feet showed that the bones of the left little toe gave too little shadow.
There was no evidence of any disease elsewhere in the body. The radial arteries felt normal. The pulse was about 84, of moderate size and fair pressure. The brachial blood-pressure (estimated by the Riva-Rocci apparatus with a broad band) was 135 mm. of mercury in each arm. A blood-count gave 4,175,000 red cells and 9,000 white cells in the cubic millimetre of blood, and the haemoglobin value was 90 per cent. of the normal (by Haldane's method). Microscopical examination of bloodfilms showed nothing abnormal. The urine was free from albumin and sugar. The knee-jerks and plantar reflexes on both sides were natural. The pupils were equal and reacted naturally to light. Ophthalmoscopic examination gave no evidence of disease. On the patient's admission to the German Hospital (August 8, 1907) there was ulceration on the little toe of the left foot, but the ulcer had since then slowly healed up.
The treatment in the hospital had been rest in bed (at first), the application on alternate days to the affected extremity of local hot air baths and Professor Bier's light ligature method of producing passive congestion, subcutaneous injections of fibrolysin (altogether forty-seven Merck's ampulle had been used), medium doses of iodipin by the mouth, dermatol powder for the ulcer and wrapping up of the foot. Afterwards the patient had been given Levico water. By all this treatment it was very difficult to know whether much good had been done. The patient certainly thought he felt better, and had gained weight, and the ulcer on the toe had healed up, but the cramp-like pains (already referred to) on walking persisted.
The affection had commenced gradually about five years previously with pain in the sole of the foot on walking. Various methods of treatment had been tried, including electrical baths at the London Hospital (which certainly seemed to do good), under Dr. E. R. Morton, and treatment at a thermal water health resort. He was always more or less threatened with local gangrene, but had so far escaped with two attacks of slight ulceration on the little toe and one on the great toe. The ulceration in such cases was very indolent and slow in healing, and might be termed " ischaimic ulceration"; by " ischaimic " it was meant to imply not that the blood in the affected part was actually 46 Weber: Arteritis obliterans of Lower Extremity deficient in quantity, but that the rate and pressure of the supply were insufficient.
It was necessary to explain that the patient suffered from two distinct kinds of pain-(1) the cramp-like muscular pains of intermittent claudication (angina cruris), as already mentioned, and (2) a local pain and tenderness in the affected toes which sometimes kept him awake at night, especially when there was ulceration. Sometimes there was also a third kind of pain, apparently connected with the ankle-joint.
The patient had previously enjoyed good health, with the exception of an attack of "scrofulous" abscesses (some connected with bone disease) in Russia when he was aged 4. There was no history of any venereal disease. He had always been moderate in the use of alcohol and likewise in the use of tea and coffee. He had been accustomed to smoke rather freely.
Dr. Weber said the case was a typical one of the class of obliterative arteritis which often led to gangrene of extremities and occurred in men in the prime of life, especially in poor Jews from Russia, who had been accustomed to smoke cigarettes rather freely. Within the last few years Dr. Weber had had the opportunity of seeing nine cases in male Jews of the East End of London, aged between 30 and 52, some of them emnployed in cigarette factories where they could obtain cigarettes without paying for them. The essential cause of the arterial disease in these cases still remained unknown. Cases in which amputation had had to be performed had been described by Dr. Michels and himself.' Cases had been brought before the Clinical Society or published in English medical literature by Mr. Pearce Gould, Dr. W. B. Hadden, Mr. W. G. Spencer and others. The pathology of the affection had been thoroughly studied and discussed by several writers on the Continent, including F. von Winiwarter, C. Sternberg, A. A. Wedensky, W. von Zoege-Manteuffel, Bunge, P. Wulff, and 0. von Wartburg; and the relation of the vascular changes to the phenomena of Charcot's " intermittent claudication of extremities " had been specially considered by W.
Erb, of Heidelberg. Dr. Weber suspected that the cases described by Dr. Batty Shaw2 under the heading "erythromelalgia" were really examples of a similar arteritis obliterans.
Gangrene might sometimes (as in the patient exhibited that evening) be delayed for years. In a man of about the same age (likewise of the 'Brit. Med. Journ., 1903, ii., p. 566; Trans. Path. Soc. Lond., 1905 , lvi., p. 223. 2 Trans. Path. Soc. Lond., 1903 Hebrew race), recently seen by Dr. Weber, with arteritis obliterans in the right lower extremity, the affection had remained at least two years to Dr. Weber's knowledge without getting worse. Curiously enough, some of the cases with the most decided "intermittent claudication" seemed to escape gangrene longest, as if, as Erb maintained, there were a decided nervous element in those cases in addition to the arterial obstruction. Similarly, with angina pectoris, it was often not the patients with the best-marked attacks who died first.
Intermittent claudication of extremities (intermittent limping, dysbasia intermittens of Erb, dyskinesia intermittens, dyspragia intermittens) had been described by H. Bouley (1831) in horses, by Charcot (1858) in men, and afterwards by many other writers. Great analogy between the phenomena of arterial obstruction in the leg and the phenomena of angina pectoris had been insisted on by Allan Burns (1809), Sir Benjamin Brodie (1846), Potain (1870), and notably by Huchard. Some authors (G. L. Walton and W. E. Paul) even spoke of intermittent claudication of the lower extremity as angina cruris. Angina cruris, like angina pectoris, occurred much more frequently in men than in women. The interest of the present case lay chiefly in the remarkable spastic contraction of the minute cutaneous blood-vessels of the foot which preceded the muscular cramp-like pains (anginaa cruris). For this reason the case might almost be described as one of angina cruris (or angina pedis) vaso-motoria. It presented a striking analogy to the form of angina pectoris described by Nothnagel (1867) as angina pectoris vaso-motoria, in which the,painful phenomena of angina pectoris were preceded by contraction of cutaneous blood-vessels; but it had to be remembered that Nothnagel, in his cases, thought that the whole symptom-complex was of vaso-motor origin and that there was no organic disease present.
Dr. Weber thought that the congested condition of the foot in the case he exhibited and in similar cases (best marked, of course, with the limb in the dependent position) was of conservative nature, and that it might be explained as an automatic attempt to compensate (for the arterial obstruction) by dilatation of capillaries and venules; that is to say, as an automatic attempt to favour collateral circulation as far as possible, and to make up for deficiency of the arterial supply by increase of the total quantity of blood in the affected part.
